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DESOTO COUNTY, MS
DURABLE POWER OF ATTORNEY FOR HEALTH CARE  W.E. DAVIS, CH CLERK

OF
BARBARA C, BOATWIRGHT

ARTICLE1
Designation of Health Care Agent

I, Barbara C. Boatwirght, as Principal and as a resident of the State of Mississippi,
hereby appoint the following person to serve as my Agent to make health and personal
care decisions for me as authorized in this document:

Mark Evans (my son)
Address: 3670 College Bluff, Olive Branch, MS 38654

Phone: 901-L34-3L70 or 4E2-893-R225

Additionally, my Agent shall act as guardian/conservator or limited
guardian/conservator of my person, should guardianship/conservatorship proceedings
become necessary or desirable.

ARTICLE 1I
Effectiveness and Durability

By signing this document, I intend to create a durable power of attorney for health
care under Section 41-41-201 of the Mississippi Code. It shall take effect upon my
incapacity to make my own health care decisions, shall survive such incapacity or
disability and shall continue during incapacity to the extent permitted by law or until
revoked. For purposes of this document, incapacity shail mean my inability to exercise
informed medical consent. This shall include my inability to exercise rational judgment
regarding my health care or to understand the risks, benefits, and alternatives involved in
particular health care decisions. For purposes of this Power of Attorney, determination of
incapacity shall not require a judicial finding of incapacity.

ARTICLE III
Purpose

I am signing this document in recognition of my fundamental right to control the
decisions relating to my medical care; that those rights belong equally to the competent as
well as the incompetent; that modern medical technology has made possible the
prolonging of life and/or postponement of death; and in recognition that such prolonging
of life and/or postponement of death may cause loss of dignity and unnecessary pain and
suffering while providing nothing medically necessary or beneficial,
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ARTICLE IV
Powers Regarding Health Care Decision and Over the Person of the Principal

I grant to my Agent full authority to make decisions for me regarding my health
care. In exercising this authority, my Agent shall follow my desires as stated in this
document or otherwise known to my Agent. In making any decision, my Agent shall
attempt to discuss the proposed decision with me to determine my desires if I am able to
communicate in any way. If I am unconscious, comatose, senile, or otherwise
unreachable by such communication, my Agent should make the decision guided
primarily by my preferences as expressed in this document, any preferences which 1 may
have previously expressed and as expressed in any Health Care Directive, Directive to
Physicians, or "Living Will" that I have executed.

Accordingly, unless specifically limited below, my Agent shall have the authority
to make all the health care decisions to the same extent I could make for myself if I had
the capacity to do so, including, without limitation, the following:

A. Health Care Decisions; Consent. To consent to giving, withholding or
stopping any treatment, service, or procedure to diagnose, maintain, or treat my physical
or mental condition; consent to my medical and surgical care and non-treatment,
including experimental forms of treatment or procedures; consent to the withholding or
withdrawal of life-sustaining treatment and to make any and all heaith care decisions on
my behalf and to sign forms necessary to carry out health care decisions.

B. Employ and Discharge Others. To employ and discharge physicians,
psychiatrists, dentists, nurses, therapists, and other professionals as my Agent may deem
necessary for my physical, mental and emotional well-being or to advise or assist the
Agent in the performance of his/her duties.

C. Fees and Costs. To pay reasonable and necessary fees and costs incurred
in carrying out the powers and duties under this document, including reasonable
reimbursement from my assets for the costs advanced by my Agent.

D. Agreement Regarding Care. To enter into any agreement for my care.

E. Arrange for My Care. To arrange for my hospitalization, convalescent
care, or home care. Iask my Agent to be guided in making such decisions by what [ have
told my Agent about my personal preferences regarding such care, and by any Healith
Care Directive that I have executed.

F. Right to Refuse Treatment. To summon paramedics or other emergency
medical personnel and seek emergency treatment for me, or choose not to do so, as my
Agent deems appropriate given my wishes, any Health Care Directive that I may have
executed and my medical status at the time of the decision; to sign documents titled or
purporting to be a "Refusal to Permit Treatment" and "Leaving Hospital Against Medical
Advice,"” as well as any necessary waivers of or releases from liability required by the
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hospitals or physicians to implement my wishes regarding medical treatment or non-
treatment; request and concur with the writing of a "no-code"” (DO NOT
RESUSCITATE) order by the attending or treating physician.

G. Health Care Records; Medical Information. To have access to all my
medical and health care records, and to consent to the disclosure of such records pursuant
to the Uniform Health Care Information Act with the same power and authority that I
would have to authorize such disclosure; to obtain any information whatsoever regarding
my personal affairs or physical or mental health from any person, including any
physician, hospital, nurse, medical attendant, technician or health care or nursing facility
or personnel, psychiatrist, psychologist, counselor, therapist or drug or alcohol counselor
or personnel from any drug and alcohol or mental health facility, or other health care
provider, and I waive any privilege to such information in favor of my Agent. ‘

H. Withdrawal of Consent to Treatment. To revoke or change any consent
previously given or implied by law to any medical care or treatment.

L Execute Documents. To sign, execute, deliver and acknowledge such
documents in writing of whatever kind and nature as may be necessary or proper in
accordance with the powers granted herein, including (but not limited to) granting any
waiver or release of liability required by any hospital, physician, or other health care
provider.

J. Legal Action. To pursue any legal action in my name, and at the expense
of my estate to force compliance with my wishes as determined by my Agent, or to seek
damages for the failure to comply.

K. Exercise and Protect Rights. To exercise my right of privacy and to
make decisions regarding medical treatment even though the exercise of these rights may
hasten my death or be against conventional medical advice and to exercise such powers
and constitutionally or otherwise protected rights as I would have if competent.

L. Provide Me Relief From Pain. To consent to and arrange for the
administration of pain-relieving drugs of any type or other surgical or medical procedures
calculated to relieve my pain, even though their use might lead to perrnanent physical
damage, addiction, or even hasten the moment of my death.

M.  Make Advance Funeral Arrangements. To make advance arrangements
for my funeral, burial or cremation, including the purchase of a burial plot and marker,
and such other related arrangements provided I have not already done so.

N. Grant Releases. To grant releases to hospital staff, physicians, nurses and
other medical and hospital administrative personnel who act in reliance on instructions
given by the Agent or who render writien opinions to my Agent from all liability from
damages suffered or to be suffered by me, to sign documents titled or purporting to be a
"Refusal in Treatment" or "Leaving Hospital Against Medical Advice,” as well as any
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necessary waivers of or releases from liability required by a hospital or physician to
implement my wishes regarding medical treatment or non-treatment.

0. Companionship and Visitation. To provide for companionship for me
and to be accorded the status of a family member for purposes of visitation and access to
me in any health care facility, emergency vehicle, or other setting in which the right to be
present may be restricted to family members.

P. Autopsy. To authorize an autopsy, and direct the disposition of my
remains, to the extent permitted by law.

Q. Consent or Refuse Consent to My Psychiatric Care. My Agent may
arrange for my admission to a hospital or institution for freatment of a diagnosed mental
health problem or disorder, arrange for private psychiatric and/or psychological
treatment; refuse any such treatment; revoke, modify, or withdraw the consent that my
Agent or I may have earlier given. Such action may only be taken when two (2)
independent psychiatrists licensed to practice in the state of my residence and who have
examined me, have executed certificates that in his/her opinion I am in immediate need
of hospitalization or other mental health intervention or treatment because of mental
disorders, alcoholism, or drug abuse. When any Agent named herein, in good faith, has
reason to believe that I may be incapacitated, he or she may contact my treating physician
or any treating psychiatrist or therapist and I give my permission to my physician,
psychiatrist and/or therapist to discuss my situation and condition to the extent it is
necessary to determine whether or not I am incapacitated by reason of acute psychiatric
illness or other such impairment. Treatment for the purpose of this paragraph is defined
as therapy, psychological or psychiatric treatment, hospitalization, placement in an
institution for mental health, drug or alcoho! treatment, or any other such related
treatments. '

ARTICLE Y
Health Care Directive

The Agent shall take into account and honor my wishes as reflected in any Health
Care Directive, Directive to Physicians, or similar "Living Will" executed by me, and
shall have the power to interpret my intent as to the meaning of said Directive or "Living
Will."

ARTICLE VI
Substituted Judgment/Best Interest

In exercising the powers granted in this document, the Agent shall make a
substituted judgment for me to do what I would do if I was competent to make a decision
and understood all the circumstances, including my present and future competency
regarding any matter relating to the rendering of medical, health and/or nursing care to
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me. But if the Agent is unable to make such a substituted judgment for me on those
matters, the Agent shall act according to a good faith determination by the Agent as to
my best interests regarding decisions for my medical, health and/or nursing care.

ARTICLE VI1
Reliance; Protection of Third Parties Relying on My Agent

No person acting in good faith and in reasonable reliance on this document shall
incur any liability thereby. All persons dealing with my acting Agent hereunder shall
rely on the apparent authority of the Agent, unless they have actual knowledge of
invalidity in the execution or revocation of this document.

ARTICLE VIII
Nomination of Guardian/Conservator

It is my intent to avoid the necessity of Guardianship or Conservator proceedings
and the power given to my Agent herein should be broadly construed to accomplish such
purpose. If the appointment of a Guardian, Conservator or Limited Guardian of my
person is sought, I nominate my Agent (or his/her successor) named above to serve as
Guardian, Conservator or Limited Guardian of my person. If the designation of guardian
hereunder shall conflict with the designation of guardian under any other Power of
Attorney executed by me, then the guardian/conservator under this Power of Attorney
shall control as to guardian/conservator of my person.

My Agent and any person appointed by the court as my Guardian/Conservator or
Limited Guardian shall not deny visitation to my close friends, and shall give
him/her/them first priority in visitation. Such contact from my supportive, loving, and
caring friends is necessary to my well-being. This clause may be specifically enforced by
any person or class of persons identified in this paragraph, or by such person's
guardian/conservator or limited guardian.

If any person other than my first above named Agent ("primary Agent") is
appointed as Guardian/Conservator or Limited Guardian of my person, my primary
Agent shall have the power and authority at any time to replace said person as
Guardian/Conservator or Limited Guardian, unless a court then finds good cause against
her/his appointment.

ARTICLE IX
Addition to Medical Record.

This document shall be made a part of my permanent medical record upon my
admission to a health care facility.
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ARTICLE X
Administrative Provisions

A. Revocation. 1 revoke any prior Power of Attorney for health care and
designations of guardian over my person that I have previously executed.

B. Jurisdiction. This Power of Attorney is intended to be valid in any
jurisdiction in which it is presented. The laws of the State of Mississippi shall govern
this Power of Attorney.

C. Compensation. My Agent shall not be entitled to compensation for
services performed under this Power of Attorney, but he/she shall be entitled to
reimbursement, without Court order, for all reasonable expenses incurred as a result of
carrying out any provision of this Power of Attorney. My estate shall hold harmless and
indemnify my Agent from all liability for acts done in good faith.

D. Severability. In the event any of the provisions herein are deemed to be
invalid or unenforceable, such invalid or unenforceable provision(s) are severable and
shall not affect the validity of any other power granted herein or provision of this Power
of Attomey.

E. Photocopies. Photocopies of this document are as valid as the original.

F. HIPAA Release Authority. Iintend for my agent to be treated as I would
be with respect to my rights regarding the use and disclosure of my individually
identifiable health information or other medical records. This release authority applies to
any information governed by the Health Insurance Portability and Accountability Act of
1996 (aka HIPAA), 42 USC 1320d and 45 CFR 160-164. I authorize: any physician,
health-care professional, dentist, health plan, hospital, clinic, laboratory, pharmacy or
other covered health-care provider, any insurance company and the Medical Information
Bureau Inc. or other health-care clearinghouse that has provided treatment or services to
me, or that has paid for or is seeking payment from me for such services, to give, disclose
and release to my agent, without restriction, all of my individually identifiable health
information and medical records regarding any past, present or future medical or mental
health condition, including all information relating to the diagnosis and treatment of
HIV/AIDS, sexually transmitted diseases, mental illness, and drug or alcohol abuse.

The authority given my agent shall supersede any prior agreement that [ may have
made with my health-care providers to restrict access to or disclosure of my individually
identifiable health information. The authority given my agent has no expiration date and
shall expire only in the event that I revoke the authority in writing and deliver it to my
health-care provider.

G. Additional Provisions. I authorize and direct any physician, surgeon,
nurse, hospital or other medical personnel or care facility to do the following: give my
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agent first priority in visitation should I be unable to express a preference because of my
illness or disability and be a patient in any hospital, health care facility, hospice or other
institution; and give him/her all personal property that may be recovered from or about
my person at the time of my illness, disability or death.

By signing this document, I indicate that I understand the purpose and effect of
this Durable Power of Attorney for Health Care, and the effect of this grant of powers to
my Agent.

DATED this_% | _dayof_Segt ,200 8.

AWUA/ @aﬁﬁM

Barbara C. Boatwirght, Principal

Social Security Number.
Residing at:

3670 College Bluff
Olive Branch, MS 38654
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STATE OF MISSISSIPPI }
}ss.
counTY OF DeSoto )

This is to certify that on this 22 day of Se p-l»e,m be.f' , 2008 , before
me, the undersigned Notary Public in and "and for the State of Mississippi, duly commlssmned
and quallﬁed personally appeared Barbara C. Boatwirght, to me known to be the person:
described in and who executed the within and foregoing Power of Attorney, apd
acknowledged to me that she signed the same as her free and voluntary act and deed ﬁ‘:
the uses and purposes therein mentioned. o ‘\; : SN

IN WITNESS WHEREOF, I have hereunto set my hand and afﬁxéd my o&clai ‘
seal the day and year first above written. ;

Signature: dw AOJ—Q@L
Printname:__b,gu'»S@ SQMCY'

NOTARY PUBLIC in and for the
State of Mississippi, residing at >

My commission expires: 85/ /4 | 2p (] .

‘,.uumu.,,

M [u, Merk £vans

3670 Cotlege BluEF
Oltpo Brancd, m g

WI1-63Y4-3470
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Date: September 22, 2008
To: City of Memphis

From: Mark Evans for Barbara Boatwright

As Barbara Boatwright’s legal power of attornev 1 am requesting tax deductions not be
withheld from her pension check. Her SS# She has been placed in a
skilled nursing facility. Her address is the same as mine 3670 College Bluff in Olive
Branch; MS. 38654. The facility is accepting her check along with Medicare and
Medicaid as payment. They also requested the City of Memphis Credit Union deductions
be stopped as well. The medical insurance should remain in effect. Her automatic deposit
should be stopped and her check be mailed to the above address. As a retired city
employee myself, I know how busy your office can be. Please stop these deductions as
soon as possible. If you have any questions please feel free to call anytime, my cell is
901-634-3670 and my home number is 662-893-8225. Thank you for all you do for us
retired city employees.

Thank you,

o birer

Mark Evans

PS: Medical insurance remains in effect.



